This is an evidence summary written to condense the work of the authors of this systematic review, referenced above. The intent of this summary is to provide an overview of the findings and implications of the full review. For more information on individual studies included in the review, please see the review itself.
1
. This rise in obesity in the elderly is a public health concern because overweight and physical inactivity are recognized risk factors for most chronic diseases and contribute significantly to mortality and morbidity [2] [3] . Metaanalyses evaluating the effects of physical activity or fitness on cardiovascular diseases (CVDs) reveal that active or fit groups reduce their CVD risk by approximately one-third to a half compared with their sedentary/unfit counterparts [4] [5] [6] . Furthermore, regular physical activity has been shown to enhance health, reduce the risk for all-cause mortality, prolong life, improve quality of life particularly among the elderly, and result in less functional decline in old age [7] [8] [9] [10] [11] [12] [13] .
In 2005, Federal, Provincial, and Territorial Ministers of Health, in recognition of the shared concern over the rise of deaths from chronic diseases, launched the integrated Pan-Canadian Healthy Living Strategy, aimed at improving overall health outcomes and to reduce health disparities through the promotion of healthy eating, physical activity, and their relationship to healthy Date this evidence summary was written:
October 2011 weights 14 . Evaluation of the effectiveness of physical activity programs in the elderly is needed to help reach the targets set out in the Healthy Living Strategy. (3 studies) 1.3.1. There was no significant difference between groups in various measures of quality of life (e.g., physical function and pain) 1.3.2. One study reported significant improvements in physical function, pain, and physical measures at 3 and 6 months post intervention for both home and centre based groups 1.4. Secondary CV related measures (4 studies) 1.4.1. No significant change was noted in blood pressure among participants in three different exercise groups (higher and lower intensity home based and a center based group) at one and two years follow-up (1 study) 1.4.2. No significant change in lipid levels for any of the intervention groups at one year follow-up (1 study) 1.4.3. Both home based (high and low intensity) groups had a significant increase in HDL cholesterol levels (4.3% and 8.5% for the higher and lower intensity programs respectively) compared with baseline at two years but no significant difference in HDL was noted between home and centre based groups. A sub-group analysis by frequency of exercise within exercise groups showed a convincing association between increased exercise levels and increased HDL levels. (1 study) 1.4.4. No significant difference was noted in Body Mass Index or smoking rates between intervention groups (1 study) 1.4.5. A statistically significant improvement in the peak walking time for participants in the home-based compared to the centre-based groups (p=<0.05) (1 study) 1.4.6. No significant difference was noted in peak oxygen consumption (1 study) 1.4.7. While within group changes were noted, there was no significant difference between groups on absolute claudication distance (1 study) 1.4.8. Both the home and center based groups experienced significant improvements in the maximum walking time and claudication pain time at 3 and 6 months. There was a signicant difference in both these measures,
Evidence and implications

1.
Patients with Cardiovascular Disease 1.1. In patients with cardiovascular disease home-based programs may have better adherence rates than centrebased programs, however more high quality research is required as this data resulted from only one study 1.2. In patients with cardiovascular disease center based programs appears to be more effective than home based programs at improving distance walked and time to claudication pain for up to 6 months. However, the longterm impact is unknown as no studies evaluted impact beyond 6 months. Therefore it is unknown if these differences are sustained over time. home and centre based groups up the 13 months follow-up but no significant difference was noted between the groups However, none of the quality of life measures were sustained after the 13 month follow up.
(1 study) 2.3. Secondary COPD related outcomes (2 studies) 2.3.1. One study reported significant reductions in diastolic blood pressure post exercise compared with pre for both exercise groups. This was not sustained at 13 month follow-up. No significant difference was noted in BP between groups. 2.3.2. Maximal work levels on a cycle ergometer were significantly improved after the center based exercise program (from baseline). However these changes were not sustained post intervention and there was no statistically significant differences in these levels between treatment groups. (1 study) 2.3.3. No statistically significant changes were noted for arterial blood gas analysis and basic spirometry values pre/post intervention or at follow-up 2.3.4. Statistically significant improvements in forced expiratory volume in 1 sec (FEV1) and maximal inspiratory pressure at residual volume (MIP) in both the home and center based programs. These improvements were not sustained at follow-up and there was no significant difference noted between exercise types. (1 study 
